INTRODUCTION
Self-stigma or internalized stigma refers to the process of identity transformation related to accepting stereotyped attitudes towards mental illness by a person with mental illness as personally relevant, which leads to decrease in self-esteem and self-efficacy (Link et al. 2001 , Corrigan et al. 2006) , difficulties in recovery and leads to a variety of negative consequence in a vicious cycle of stigma (Sartorius et al. 2005) . Research suggests that almost half of the patients with schizophrenia have moderate to high level of self-stigma and more than half perceive discrimination (Brohan et al. 2010) . Studies also suggest an association between high levels of internalized stigma and reduced perception of empowerment as well as increased perception of discrimination (Brohan et al. 2010 ). Perceived discrimination is the extent to which a person believes that most people will devalue or discriminate against someone with a mental illness (Link 1987) . Empowerment is the link between feelings of competence, self esteem, self -efficacy and the desire and intention to take action in the social sphere and to control ones own life (Rappaport 1987 , Rogers et al. 1997 
, Liberman 2008).
A literature review of self-stigma reduction programs for patients with schizophrenia revealed a small number of successful programs, which used psychoeducation alone ( (Link et al. 1989 ). Other programs used a combination of different inputs of education about the illness and the most common cognitive approaches in a group setting. McCayet al. (2006) provided a groupbased intervention for young adults with first episode psychosis focusing on teaching skills to reduce "engulfment," a process of acceptance of the role of the patient as the primary definition of self. They found a significant improvement in self-concept, increase in confidence and self-efficacy, reduced engulfment, self-stigma and increased quality of life compared with a control group that had only standard treatment. No improvement was observed in selfconcept, self-esteem, self-efficacy and stigma on Link Perceived Stigma Questionnaire (LPSQ) (Link et al. 1989 ) in repeated research in 2007 (McCay et al. 2007 ). Knight et al. (2006) developed a program that combined cognitive behavioral techniques and education about the illness. Topics were focused on stigma, self-esteem and better coping with the illness with the aim of empowerment. The program led to increases in self-esteem and decreases in depression, positive and negative symptoms, and general psychopathology, but did not improve empowerment as measured on The Boston University Empowerment Scale (BUES) (Rogers et al. 1997 ). Lucksted et al.
(2011) developed a protocol-based Ending Self-Stigma (ESS) group program combining lecture, discussion, sharing of personal experiences, cognitive methods and group support. The results showed statistically significant reduction in self-stigma, increase in recovery and no statistically significant increase in empowerment. MacInnes and Lewis (2008) developed a structured group program using cognitive therapy with special emphasis on unconditional selfacceptance with educational input. Education topics included the stress-vulnerability model and coping strategies for dealing with stress. The results showed a decrease in stigma perception measured by LPSQ (Link et al. 1991) , enhanced self-acceptance and nonsignificant increase in self-esteem. Funget et al. (2011) developed a program that includes five interventions: education about the illness, cognitive behavioral therapy, motivational interviewing, social skills training and achieving goals. They found increases in selfesteem as measured on the Chinese self-stigma scale (Fung et al. 2007) . Our review of self stigma reduction programs discovered that only two studies (Shin & Lukens 2002 , Aho-Mustonen et al. 2011) have investigated the impact of education about the illness on selfstigma reduction, other programs combine education and cognitive methods in the group, focusing on the topic of stigma.
In our study we wanted to determine whether group psychoeducation (Štrkalj-Ivezić 2011) combining the education about the illness and stigma leads to reduction in the level of self-stigma, reduced perception of discrimination and increased empowerment (for more details on interventions and the differences in relation to other programs see the "Subject and method" section ).
SUBJECTS AND METHODS

Interventions
The Group Psychoeducation method (GP) (Štrkalj-Ivezić 2011) used in our study was designed as a brief supportive psychodinamic group psychotherapy focus on psychoeducation in group based on the principles of recovery and empowerment with the aim of relapse prevention, increased insight into illness, reduction of self-stigma and promotion of better strategies for coping with social stigma and discrimination. The program integrates elements of education about the illness, cognitive techniques for dealing with attitudes and beliefs, and psychodynamic approach for dealing with emotional reactions associated with the illness and stigma. The group setting stimulates discussion about various topics related to illness such as biopsychosocial model, stress-vulnerability theory, symptoms, treatment, relapse prevention plan, stigma stereotype awareness, cognitive-behavioral model of connection between thoughts, feelings and behaviors, stereotype rejection and coping with stigma and discrimination. Disclosure of personal experience of the illness, stigma and application of successful strategies in dealing with stigma and discrimination are encouraged. Information about the illness and stigma overlapped in the majority of sessions. All topics about the illness and stigma are processed in a way that suggests a possibility of recovery and facilitates empowerment. Therapeutic factors related to the group itself (Yalom 2005 ) such as group cohesion, universality, altruism, restoring hope, interpersonal learning and counseling help in the development of a positive experience of self and the identification with the empowered group and not with stigmatized persons. The program has 12 sessions.
The program has been run by the first author, who is a group analyst with experience in group psychotherapy for persons with psychoses (Štrkalj-Ivezić & Urlic 2015). Included in the education are psychiatry residents who have completed their first level of education in group psychotherapy who will then go on to lead the psychoeducattion groups as a part of their training. Although most of the programs mentioned in the introduction are implemented in a group setting, none of them have group psychotherapy characteristics. Although our program has similarities with other programs in its use of educational themes related to the stress vulnerability theory and some elements of CBT, what makes the approach unique is psychoeducation conducted in the form of short group psychodynamic psychotherapy, using psychoeducation as its topic of focus. The group promotes open, free floating, discussion of matters that help increase the level of knowledge and experiences of psychosis and schizophrenia by stimulating the members to share their own experiences with illness, as well as their attitudes and reactions to the illness and the meaning and impact Psychiatria Danubina, 2017; Vol. 29, No. 1, pp 66-73 it has had on their lives with the aim of promoting insight into illness connected with the recovery. By using therapeutic factors of group psychotherapy such as group cohesion and interpersonal learning, patients are stimulated to share personal experiences with illness including personal views on causality and their reaction to illness, promoting positive attitudes towards recovery what stimulate stigma stereotype rejection.
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Participants and study design
In this study Solomon four-group design was used. The study participants were 80 patients of Psychiatric Hospital Vrapče, Zagreb, Croatia, all with diagnose of schizoprenia referred by psychiatrists for the outpatient group psychoeducation. All patients were outpatients in a stabilized phase of their illness but some of them still had some residual positive and/ or negative simptoms. Despite the small sample size, using the Solomon fourgroup research design results in adequate statistical power, according to some authors, even greater than that of the posttest-only control group design on the same sample size (Braver Walton & Braver 1988). Depending on when the referral was received the first 40 patients were allocated to experimental group (N=40) and the other 40 to control group (N=40), following the confirmation of the diagnosis of schizophrenia according to the 10 th revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10) criteria by the psychiatristleading the group. The patients from the experimental group received 12 sessions of group psychoeducation over 3 months. The control group consisted of patients on the waiting list for psychoeducation. Both groups also received standard treatment, which consisted of antipsychotic medication and monthly reviews by psychiatrist. 40 subjects from the experimental group were treated in two separate groups by the same group leader. All participants were of Caucasian background and residents of Croatia. After complete description of the study to the participants, written informed consent was obtained. The study was approved by the Ethics Committee of the Psychiatric Hospital Vrapce, where the research was conducted. Half of participants that were randomly chosen (N=40, 20 participants from experimental and 20 from control group) filled out the rating scales before the beginning of the experimental group program. All of the participants filled out rating scales after the completion of 12 sessions, i.e. after 12 weeks. Demographic data are summarized in Table 1 .
Measurements
The Internalized Stigma of Mental Illness Scale (ISMI) (Ritsher et al. 2003 ) assesses the mental health service users' experiences of self-stigma. Strong internal consistency (α=0.90) and test-retest reliability (r=0. Global Alliance for Mental Health Europe (GAMIAN Europe) stigma research (Brohan et al. 2010 ) also found the scalehad high internal consistency (α=0.94). This was also confirmed for Croatian translation of the scale (α=0.92) (Gruber 2011) . In this study α=0.90.
The Boston University Empowerment Scale (BUES) (Gruber 2011) . In this study α=0.79.
The Perceived Devaluation and Discrimination Scale (PDD) (Link et al. 1989 ) measures the extent to which a person believes that most people will devalue or discriminate against someone with mental illness. GAMIAN's research on stigma found that the scale had moderate internal consistency (α=0.86) (Brohan et al. 2010) , whilst in the Croatian sample alpha was 0.77 (Gruber 2011) . In this study α=0.79.
All three study measures (ISMI, PDD, BUES) are scored on a 4-point Likert scale with possible scores ranging from 1 to 4.
Statistical analysis
Descriptive statistics were calculated before and after the group psychoeducation for experimental and control group on ISMI, PDD, BUES (Table 2) . To determine the relationship between self-stigma, empowerment and perceived discrimination (the dependent variables) and exposure to psychoeducation (independent variable), while accounting for a potential influence of pretesting, a two-way analysis of variance and a simple analysis of variance with repeated measures were used. Means and standard deviations on ISMI, PDD, BUES were calculated before and after the group psychoeducation for experimental and control group ( Table 2) . A sample t-test was used to determine if there was a significant difference between control and experimental group that were exposed to a pretest. As a first way of testing the influence of pretest, a sample t-test was also used to determine potential difference between participants that were exposed to pretest and those who only filled scales after intervention. Statistical analysis was performed using Statistica for Windows. 
RESULTS
Participants in the Group Psychoeducation (GP) achieved reduction in internalized stigma in comparison to the waiting list control. Sample t-test was used to determine if there was a significant difference between the control and experimental group exposed to the pretest. There was no statistically significant difference between the groups prior to the intervention with regards to self-stigma (t(38)=0.07, p=0.945), empowerment (t(38)=-0.40 p=0.691), and perception of discrimination (t(38)=-0.33, p=0.743).
Testing the effects of the intervention was divided into several steps for each scale, following analysis suggestions suitable for Solomon's research design (Braver Walton & Braver 1988).
As a first step, we examined the main effect of the pretest on all results. In order to exclude the intervention effect, analysis was carried out only on the post-intervention results of two control groups: the group that was exposed to pretest, and the group that was only tested after the intervention. No statistically significant differences were found in the level of self-stigma (t(38)=-0.06, p=0.956), empowerment (t(38)=-0.46, p=0.646) or perception of discrimination (t(38)=-1.16, p=0.252).
As a second step, 2x2, factorial analysis of variance was used. The results showed no statistically significant main effect of pretesting (F(1,76)=0.53; p=0.467) or interaction of pretesting and intervention (F(1,76)=0.06; p>0.507). However, a statistically significant main effect of the intervention was found (F(1,76)=8.18; p=0.005). Subjects in the experimental group, involved in psychoeducation, had significantly lower score on self-stigma measurements as compared to the control group. Effect size, presented by partial eta squared shows that 9.7% of self-stigma variance can be explained by psychoeducation effect (η p 2 =0.097; Table 3 ). Comparisons of means for these groups are shown in Table 4 . Regardless of pretesting, after education, experimental groups had lower scores (M=2.15 and M=2.26) on self-stigma scale than the control group (M=2.43 and M=2.44).
Since main effect of pretest and interaction of pretest with treatment were not statistically significant, and at the same time, main effect of treatment was, these findings are sufficient to conclude an existing significant effect of psychoeducation on lowering selfstigma, regardless of exposure to pretesting.
Same analyses were used to determine the effect of psychoeducation on the level of empowerment. Although, the increase in empowerment measures was higher in the psychoeducation group as shown in the Figure 1 and Table 2 , 2x2 ANOVA shows its main effect did not reach statistical significance (F(1,76)=1.74; p=0.192) . Pretest main effect and pretest-treatment interaction also didn't show significance (F(1,76)=0.26; p=0.610 for main effect of pretest; and F(1,76)=1.37; p=0.245) for interaction effect). Since no effect was proven by 2x2 ANOVA, we performed a third analysis, repeated measures ANOVA, with psychoeducation as factor. A statistically significant difference between the empowerment measures before and after was found for both -experimental and control group (F(1,38)=6.40; p=.016; η p 2 =.144), while interaction between time and psychoeducation was not statistically significant (F(1,38)=2.14; p=0.152). These results are indicating that both, standard treatment alone and group psychoeducation had a positive effect on the subjects' empowerment. In the fourth step, we wanted to exclude the effect of psychoeducation on empowerment level. Independent sample t-test was carried out on two un-pretested groups. Like in previous analyses, no significant difference between experimental and control group was found (t(38)=-0.11; p=0.913). Taking into consideration all findings, we can conclude that there is no statistically significant effect of psychoeducation on the level of empowerment. However, an elapse in time in combination with standard schizophrenia treatment, showed significant effect on increasing patient's empowerment, regardless of psychoeducation.
We obtained similar results when testing effects of treatment on perception of discrimination. Psychoeducation did not show statistically significant main effect on the perception of discrimination (F(1,74) =0.06; p=0.812) and neither did interaction of psychoeducation and pretest (F(1,74)=0.19; p=0.668). Repeated measures ANOVA also did not show statistically significant main effect of treatment (F(1,38) =3.06; p=0.088), or interaction of pretest and treatment (F(1,38)=0.49; p=0.488). As a final step, independent sample t-test on two unpretested groups was also statistically insignificant (t(38)=-0.11; p=0.912), indicating that there is no effect of psychoeducation on the level of perception of discrimination.
DISCUSSION
Stigma and self-stigma lead to difficulties in recovery from schizophrenia (Knight et al. 2006) . Insight into illness is related to negative as well as positive influence on outcome of schizophrenia (Lysaker et al. 2007 , Staring et al. 2009 ). Patients with high insight into illness and low level of self stigma seem to be best off across various outcome parameters (Lysaker et al. 2007 ). So we expect that interventions which increase insight into illness combined with reduced self stigma interventions should increase recovery from schizophrenia, which should be welcome in clinical practice. A meta-analysis of the efficacy of psychoeducation confirm that psychoeducation has many favorable effects but does not lead to increased insight about one's own illness (Xia et al. 2011) . Paradoxical results of the influence of insight can be interpreted as meaning that a person attributes to his or her own diagnosis (Lysaker et al. 2007 ). Many patients feel that the diagnosis of schizophrenia inevitably implicates poor prognosis and outcomes (Roe & Kravetz 2003 ). So we assumed that psychoeducational program with recovery orientation combining education about the illness and stigma uses therapeutic factors of the group setting (Štrkalj-Ivezić 2011) would contribute to a reduction of self stigma. We also wanted to examine whether such a program would also lead to reduction in perceptions of discrimination and increases in empowerment. When a person is diagnosed with schizophrenia they face a collective stereotype of mental illness that involves misconceptions of weak personality, incompetence, danger and incurability, which affect the value image of the self. In this context insight into illness is related to insight into stereotype with low expectation of recovery (Štrkalj-Ivezić 2013). In order to prevent negative consequences of this process, a person with schizophrenia should be offered early in their treatment the recovery perspective of their illness as opposed to the "chronic" perspective based on stereotype. Without this help there is a danger of accepting the stereotype, which leads to self-stigma or rejection of the diagnosis and treatment as the person does not want to identify with the group of stigmatized persons. Group setting is suitable for working with self concept through the use of a series of group therapeutic factors helping to build insight, increase self-esteem, reduce self-stigma and facilitate the process of identification with the group of recovered persons as opposed to the group of stigmatized persons. This facilitates the process of stereotype rejection important for self-stigma prevention. Group psychoeducation program used in this study achieved statistically significant reduction the level of self stigma amongst the participants. Increase in empowerment did not achieve the level of statistical significance. Group psychoeducation also did not influence perception of discrimination. Based on our observation of the group process and comparing it with similar programs we believe that there are two important elements that lead to the reduction of self-stigma. One is the use of information about the illness in the framework of recovery that discourages the term schizophrenia being linked with beliefs based on stereotype of "chronic" and poor outcome. The other is identification with the group of persons who were able to recover, which is the opposite of identification with the stigmatized group diagnosed as "schizophrenics". Group discussion guided by the principles of recovery and empowerment encourages identification with a group of empowered people who can gain control over their illness and their lives. This is contrary to the perception of helplessness, chronicity and incurability, which is consciously or unconsciously often transmitted in the standard treatment that is not based on the principles of recovery and empowerment. We believe that breaking the connection between the diagnosis of schizophrenia and its stereotype and facilitating the identification with empowered persons is crucial factor in self stigma reduction program and for prevention of negative influence of stigma on recovery from schizophrenia.
Our result on empowerment is in line with other studies. We agree with the opinion of Knight et al. (2006) , who suggest the treatment can be expected to prepare the patients for starting the process of empowerment, while the real empowerment is outside of the therapeutic situation and very often requires the presence of other elements such as the opportunities in the society that allow people to demonstrate competence. Psychoeducation did not have statistically significant effect on perception of discrimination, opposite to findings from Shin [66] [67] [68] [69] [70] [71] [72] [73] and that perception of discrimination is not in itself a measure of self-stigma but a measure of awareness that stigma and discrimination exist. The matter is not so simple, as shown by others, who found a connection between the perception of discrimination and selfstigma (Brohan et al. 2010 ). The fact that perception of discrimination is not solely the measure of perceived discrimination is in line with our observations in the group, where a patient reported social isolation related to defending themselves from the hurt of expected discrimination of others.
The results of our research are the most similar to the results of the study by Luckstedet al. (2011), who also found a decrease in self-stigma without significant improvement in empowerment. They used the same scales to measure self-stigma and empowerment.
All interventions that have been provided in the group setting, regardless of whether they used education about the illness alone ( shown to be successful. This may suggest that the group setting facilitates the process of the reduction of selfstigma through therapeutic factors associated with the group setting itself. This should be considered in planning of programs for reduction of self-stigma.
The current research was a naturalistic study rather than a randomized controlled study. Wait list control was one of the limitations of this study, and positive expectation of future participation in the program might have interfered with the results, reducing the difference between the groups. Another limitation is a small number of participants. We did not measure other factors that may affect the results e.g. patient -therapist relationship, social network, psychopatology, self esteem, insight into illness etc.
CONCLUSION
Psychoeducation about the illness and stigma brought in the context of recovery helps to break the association between the diagnosis and the threatening image of stereotype, and helps the rejection of cultural stereotypes of mental illness as personally irrelevant, so it should be a key part of successful self-stigma reduction program. Discussion of the meaning attached to the diagnosis to assist the patient so that the stereotype of mental illness does not affect them at the personal level should be offered to every patient regardless of the treatment duration.
